Substance use among HIV' individuals can be a barrier to HIV care, resulting in poor health outcomes. Motivational interviewing (MI) is an effective intervention to reduce substance abuse and increase HIV-related health. Healthcare workers from various backgrounds can be effectively trained in delivering MI interventions; however, there has been limited evidence that peers can effectively deliver MI interventions with fidelity. Peers have traditionally worked in HIV care settings and represent a valid context for a peer-delivered intervention focused on motivational issues. We trained four peers in MI. In this paper, we describe the intervention, explain the MI training methods, and investigate whether peers can be trained in MI with fidelity. The MI training included didactic instruction, group workshops, and individual feedback sessions. Two of four peers achieved MI treatment fidelity as measured by the Motivational Interviewing Treatment Integrity Code Version 3.0. Overall, peers had difficulty using open-ended questions and querying pros and cons, skills thought necessary to elicit change talk. They also tended to give too much direct advice where reflections would have been appropriate. A challenge was training peers to change familiar ways of communicating. Nonetheless, they did well at assessing and highlighting motivation to change. The total training hours (40 h) was long compared with other published MI studies. However, the intervention included several components with two targeted change behaviors. It is likely that peers can be trained in MI with fidelity in less time given a more streamlined intervention. When working with peers who have life stressors similar to the target group, it is important to be flexible in the training.
Introduction
Substance use is prevalent among people living with HIV (Bing et al., 2001; Kinkenberg & Sacks, 2004) and is a barrier to engagement in HIV care (Knowlton et al., 2001 ). Among those with HIV/ AIDS, substance users use healthcare less , decline in health more rapidly (Khalsa & Royal, 2004) , and have increased morbidity and mortality (Mugavero et al., 2012; Mugavero, Davila, Nevin, & Giordano, 2010) . Fortunately, HIV' drug users who have access to HIV care can reach the same levels of adherence to antiretroviral therapies as HIV' individuals who never use drugs (Malta, Strathdee, Magnanini, & Bastos, 2008) . Furthermore, successful engagement and treatment of HIV' substance users benefits the community at large because access to antiretroviral treatment can significantly reduce their HIV load and their infectivity to the broader community (Malta et al., 2008) . Motivating substance users living with HIV who are not in HIV care to engage in care and receive treatment for HIV disease is an important goal.
Peers can effectively reach HIV' individuals not in care and help facilitate their engagement in HIV and related health care (Bradford, 2007; Cabral et al., 2007; Gwadz et al., 2011; Tobias, Cunninghan, Cunningham, & Pounds, 2007) . Peers are effective, in part, through their understanding the targeted group's needs and concerns and offering valuable social support (Whittemore, Rankin, Callahan, Leder, & Carroll, 2000) and improving HIV services utilization (Broadhead et al., 2002; Knowlton, Hua, & Latkin, 2005) . Peers have traditionally worked in HIV care settings, and peer support is a common intervention to address the needs associated with living with HIV (Marino, Simoni, & Silverstein, 2007) ; thus, HIV care settings are a good context for a peer delivered intervention focusing on motivational issues that affect engagement in care (NaarKing, Outlaw, Green-Jones, Wright, & Parsons, 2009 AIDS Care, 2013 Vol. 25, No. 7, 888Á894, http://dx.doi.org/10.1080 /09540121.2012 # 2013 Taylor & Francis Motivational interviewing (MI) is a strategic, client-centered approach for eliciting behavior change (Miller & Rollnick, 2002) that promotes a variety of healthy behaviors, especially in drug and alcohol settings (Burke, Arkowitz, & Menchola, 2003; Hettema, Steele, & Miller, 2005) . Reviews of studies utilizing MI with substance users demonstrate reductions in drug use (Burke et al., 2003; Dunn, Deroo, & Rivara, 2001 ) and increases in access and retention in substance use treatment (Carroll et al., 2006) . Within HIV care, MI interventions can reduce substance use and improve HIV-related health (Naar-King et al., 2007) . Specifically, MI counseling interventions for people living with HIV/AIDS can promote sexual risk behavior reduction (Borsari & Carey, 2000; Naar-King et al., 2006) and improve adherence to antiretroviral drugs (DiIorio et al., 2008; Golin et al., 2006; Ingersoll et al., 2011; Parsons, Rosof, & Mustanski, 2007) . By utilizing MI to deliver an engagement intervention, peers can capitalize on their current influential relationships and their ability to relate to the needs of the targeted group (Naar-King et al., 2009; Outlaw et al., 2010) .
MI has the advantage of clearly defined skills that can be acquired, measured, and monitored over time with available training protocols and reliable, validated coding systems (Madson & Campbell, 2006; Moyers, Martin, Manuel, Hendrikson, & Miller, 2005) . The Motivational Interviewing Treatment Integrity Code Version 3.0 (MITI-3) is a reliable tool for evaluating MI skills (Moyers et al., 2005) and is utilized by trained members of the Motivational Interviewing Network of Trainers (MINT) to code MI skills. Professionals of various backgrounds have been trained successfully to practice MI (Madson, Loignon, & Lane, 2009) , but few studies demonstrate successful MI training of peers. One study suggests that with adequate training and follow-up, HIV' peers are able to deliver MI-based interventions while achieving adequate fidelity and competence (Naar-King et al., 2009) .
The purpose of this study, part of a larger study to test the efficacy of a peer-driven intervention (PeerLink) using MI to engage out-of-care HIV' substance users into substance abuse treatment and HIV care, is to demonstrate that peers can attain MI fidelity with proper training. In this paper, a brief description of the intervention is provided, MI peer training is described, and we investigate whether peers can attain MI fidelity.
Methods

Intervention development
The outline of the PeerLink intervention was developed by the principal investigator and co-investigator who prepiloted a draft intervention with four patients. Research staff and selected peers collaborated to develop three key components of the intervention that included a video, role model stories, and educational materials.
First, was the development of a ''virtual tour'' video, Connecting with Care, used to introduce study participants to HIV and addiction treatment options. The story line depicted in the video reflected the peer's stages to successful change, the journey of an HIV-infected substance user from hospitalization, to participation in HIV and substance use treatment, to becoming a peer. As appropriate, study participants were given the option of viewing the Connecting to Care video on a portable DVD player. Second, role model stories were developed by each peer using guidelines produced by the Center for Disease Control and Prevention's AIDS Community Demonstration Project (Centers for Disease Control and Prevention, 1996) . The stories included characterization (HIV positive) and experience with a risk behavior (drug use) to establish credibility, a behavioral goal from the stages-of-change model, influencing factors that spurred change, barriers to change and overcoming them, and what their lives are like now (positive outcome). Peers began each intervention by introducing themselves as members of the study team and related the purpose of the intervention. As appropriate, they asked for permission to share some of their own story, the role model story.
Third, educational materials (fact cards) were developed that were easily understandable and were shared with study participants as appropriate. The fact cards detailed information on HIV, substance use, tobacco use, and mood disorders. Three other components included a summary of study participant baseline data; assessments of study participant's importance, confidence, and readiness to change; and advice and options. All of the components were blended into the MI intervention in a manner consistent with MI styles and strategies. The intervention, 30Á45 min in duration, was refined through an iterative process with peers and the research team and involved repeated role playing of the intervention with progressive alterations and refinements. Table 1 shows the PeerLink intervention components with a brief description of each.
Peers
Peers were selected from a group of peer counselors already working within one of three NYC-based HIV clinics that make up the Center for Comprehensive Care who had completed a ''basic'' training program in 2005 and 2006 . Selection criteria included work AIDS Care 889 within the peer program, a demonstration of reliability, a display of good boundaries as assessed by clinical staff, and individuals who have a role model story (i.e., successfully changed the target behavior of the specific intervention). The PeerLink study design required two HIV' peers to deliver the intervention. Anticipating attrition due to the multiple life stressors the peers face, and estimating that only half of the peers might achieve MI proficiency, five peers were selected in the first study phase based on the following criteria: (1) already receiving regular HIV care; (2) in recovery from substance use for at least 1 year; (3) displaying an interest in further training; and (4) reliable in their previous peer work. The peers were demographically similar to anticipated study participants. Four of the peers were AfricanAmerican (three men, one woman); one was a Latino man. Ages ranged from 54 to 69 years; all five peers had high school diplomas; one had completed 2 years of college. One peer left the study after 3 weeks due to health problems.
Peer training
Intervention development and peer training spanned 10 months. The MI training component took place over four of those months and consisted of two full-day didactic group sessions, weekly 1.5-h group sessions, and weekly 45-min individual sessions for a total of 40 h of training. The first day-long overview of MI was a didactic group session led by research staff with clinical experience using MI with substance users and people living with HIV. The initial focus was on MI Spirit and included concepts of empathy, showing respect, taking a collaborative stance, demonstrating acceptance, and eliciting the point of view of the participant. This was followed by the introduction of specific MI skills including delivering personal feedback, eliciting and amplifying ''change talk, ' ' and asking open-ended questions, affirmations, reflective statements, and summaries. Following this initial overview, audiotapes were made of each peer conducting a 20-min role play with an outside volunteer acting as a study participant. These tapes were rated by a MINT trainer using the MITI-3. The MINT trainer provided verbal feedback to each peer over the telephone on their strengths and weaknesses in MI practice and then delivered an in-person, second, day-long MI didactic group training based on the overall MI skills demonstrated by the peers. Following the didactic training, weekly group workshops were held, which consisted primarily of role playing, roundrobin style, where each peer in turn acted as the interventionist (peer), the study participant, and an outside observer. These sessions were audiotaped. The group workshop followed recommended MI training guidelines (Miller & Moyers, 2006) and focused on global MI constructs including evocation, collaboration and autonomy/support that make up MI Spirit, along with direction and empathy; client-centered skills focused on learning how to deliver open-ended questions, reflections, affirmations, problem identification and rolling with resistance; and identification and reinforcement of change talk including emphasizing personal change, eliciting pros and cons of change, heightening discrepancies, and providing appropriate summaries. An interactive MI training video (''Body and Soul'') developed by the National Cancer Institute to train church-based peers in counseling their fellow congregants (Resnicow et al., 2004) was used for demonstration purposes. The video featured people of color as counselors, which was considered important given that all of the PeerLink peers were minorities. In addition to group sessions, weekly 45-min individual sessions were held and consisted of coaching and personalized feedback by research staff utilizing segments of audiotaped role play from 
Role model story
Peers delivered their own story of progression, as appropriate, to successful change in a MI consistent manner.
Education
Fact cards with information on HIV, substance use, tobacco use, and mood disorders utilized as appropriate with study participants.
Health and substance abuse status of study participants Provided to peers prior to meeting with study participant. In other settings, this information may be unavailable and gleaned during the intervention.
Assessment of importance, confidence, and readiness of study participants to engage in HIV and/or drug treatment. Based on Stages of Change Model, 10-point MI ''rulers'' administered by peers to participants to gauge change readiness.
Advice and options
Summarization and action plan to focus the study participant toward the targeted behavior.
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the group sessions and focused on individual challenges the peer was facing in the delivery of MI.
Measures
Research staff ratings
Adapted from a scale used to measure adherence and competence in psychotherapy research , with demonstrated reliability and validity (Madson & Campbell, 2006) , the research staff rating scales included 45 items related to several components of the intervention. Each item was scored on two different 7-point Likert scales: Thoroughness, ranging from ''not at all'' to ''extensive''; and skill level, ranging from ''extremely poor'' to ''excellent.'' For the purposes of this study, we are reporting on the 20 items related to MI style and strategies including MI proscribed behaviors Á behaviors that should not occur within an MI intervention. Ratings for each peer were conducted on average every other week, depending on scheduling, over the four-month training period and were based on the peer led role play during the group session or the audiotape of a role play discussed in an individual session.
MITI-3 ratings
The MITI has been demonstrated as a reliable and valid instrument that formally assesses basic competence levels of MI in clinical and research settings (Moyer et al., 2005) . The MITI-3 (Moyers, Martin, Manuel, Miller, & Ernst, 2007 ) is a revised edition of the MITI and provides scores for three global constructs of MI. Global constructs include (1) MI Spirit (the average ratings of collaboration, evocation, and autonomy support); (2) Direction (the degree to which peers maintained appropriate focus on specific targeted behavior); and (3) Empathy (the extent to which the peer sought to understand the study participant's perspective; reflective listening is an important aspect of this construct). Using a five-point scale, with higher scores indicating greater competence, scores are calculated by listening for verbal anchors for each of the global constructs of MI. Fidelity in MI required obtaining at least a score of 4 on all global ratings. Along with the global scores, the MINT trainer conducted an assessment of specific behaviors for each peer that identified the number of open-ended questions, reflections, and MI adherent and non-adherent behaviors. Scores were based on a random 20-min sample of an audiotaped session with the peer and an outside volunteer playing the role of a member of the targeted group.
Results
Research staff ratings
A total of 24 research staff rating scales were administered during the course of training among the four peers. The average score of each of the 20 behaviors associated with MI styles and strategies across all ratings was calculated to determine the highest and lowest rated behaviors. See Table 2 for highest and lowest rated behaviors along with means and standard deviations.
Peers did well assessing motivation to change, highlighting motivation to change, giving affirmations and support for behavior change, and aiding in planning for change. On the other hand, peers demonstrated too much authority and had difficulty querying the participant's perspective on the pros and cons of entering care, using open-ended questions, and emphasizing the personal choices of the participant.
MITI-3 ratings
The MINT trainer rated each peer utilizing the MITI-3 at baseline (following the initial didactic training) and at the end of the 4-month training period. MITI-3 ratings of global scores at baseline and after training are shown in Figure 1 . As expected at baseline, all four peers were below competency as measured by the MITI-3. Following training, two peers achieved treatment fidelity as measured by the MITI-3 ratings on the global scores of MI Spirit, Direction, and Empathy with large increases seen in Empathy Á the ability to take another's perspective. One peer rated below competency on the global score of Direction demonstrating difficulty maintaining a Notes: Each item was scored on two different 7-point Likert scales: Thoroughness/extensiveness, ranging from ''not at all'' to ''extensive''; and skill level, ranging from ''extremely poor'' to ''excellent.'' Results are based on a total of 24 rating scales administered by research staff during the training period.
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focus on the targeted behavior and another peer rated below competency on the global score of Empathy demonstrating difficulty understanding the client's perspective. Overall, peers asked open and closed questions more than they reflected. Peers also demonstrated some behaviors inconsistent with MI, such as excessive provision of information and advice and using personal disclosure when a reflective response would have been more appropriate.
Discussion
The PeerLink training was lengthy compared to MI trainings reviewed by Madson et al. (2009) where the majority of trainings lasted 9 to 16 h with the longest being 24 h in length. Components of the PeerLink intervention blended into the MI intervention targeting two behavior changes Á engagement out-of-care HIV' substance users into substance abuse treatment and HIV care, added to the complexity of the intervention. We believe that, in a more streamlined intervention, peers can be trained to a level of MI competence in a shorter time frame (25 h) than our training (40 hours). Half of the peers (two of four) reached a satisfactory level of competence in MI skills as indicated by the MITI-3 and were able to perform the PeerLink MI intervention with fidelity. The levels of MI success by peers in this study are similar to those found in training professionals in MI . All four peers achieved competence in MI Spirit. They demonstrated a respectful, non-judgmental working relationship with clients (collaboration); were able to draw out the client's concerns and hopes, and perspective (evocation); and demonstrated respect for the decisions of the client (autonomy/ support). Eliciting change talk proved more challenging. Peers had difficulty in consistently asking openended questions meant to elicit a discussion of change, including the participant's perspective on the pros and cons of engaging in care. Peers were able to acquire these MI-specific skills while they had to ''unlearn'' familiar ways of communicating. They had difficulty with reflections and gave too much direct advice. There are a couple of explanations for this finding. First, they lacked basic training in reflection, a psychotherapy skill that typically is taught over several years time. Second, peers noted that they were accustomed to receiving direct advice in their lives, so this was a new and unfamiliar way to communicate and a behavior they needed to ''unlearn.'' Similarly, peers noted that asking openended questions and eliciting pros and cons were challenging for them because they had not experienced this type of communication in their own lives.
Some limitations of this pilot study should be noted. First, because of the small number of peers in the study, it is difficult to generalize to a larger peer population. Second, the absence of a control group made up of individuals with therapeutic training makes it difficult to ascertain what MI skill deficiencies are due to lack of such training, as opposed to other factors such as life experiences and personal attitudes. Third, we cannot determine the effect of the inclusion of additional components in the intervention separate from MI skills-focused specific training.
A specific challenge in working with peers, which also impacts the feasibility of working with peers, includes the possibility of their own health problems or life stressors interrupting the training process. This study adds to the body of literature supporting the feasibility (and challenges) of training peers in the basics of MI and demonstrates that training in MI can be successful in those with relatively low therapeutic skills, consistent with findings of a previous HIV peer MI training study (Naar-King et al., 2009) and adds important ethnic diversity to the growing literature of MI studies that are limited with regard to ethnic background .
To summarize, it is feasible to train HIV' peers in recovery to deliver MI interventions designed to enhance linkage of HIV' drug abusers to care. Similar to findings for professional therapists, about half are able to meet fidelity criteria. Based on these very preliminary findings, we recommend that a larger study be conducted with peers. We further suggest limiting the content of the intervention to fewer topics as this intervention, while single session, was overly complex for some peers to grasp. The initial training Figure 1 . MITI ratings at pre-and posttraining. Note: Peers 1 and 2 achieved treatment fidelity as measured by the post-training MITI-3 ratings as indicated by a score of four, or above, on all three global constructs of MI Spirit, Direction and Empathy. Peer 3 did not reach fidelity due to a score of three on Direction and Peer 4 did not fidelity due to a score of three on Empathy.
period may be extended for peers when compared to other professionals already familiar with therapeutic techniques and who have experience in evidencebased interventions; however, the use of peers would appear to be a cost-effective approach over time in the delivery of an MI intervention.
